The infant mortality rate has long been regarded as a useful index of general social conditions, but although secular trends in the rate reflect general social improvements, the gradient in infant mortality from Social Class I to Social Class V has remained virtually unaltered (Titmuss, 1943 ; Morris and Heady, 1955; Spicer and Lipworth, 1966) . Although the perinatal death rate is less obviously related to the extra-uterine environment, this rate also shows sharp variations between the social classes, and these have also remained fairly constant throughout a period of generally falling rates.
Perinatal mortality has been shown to be related closely to maternal age, birth order, and social class as well as to foetal weight (Daly, Heady, and Butler and Bonham, 1963) but the interrelations between these variables are themselves complex (Feldstein and Butler, 1965) , as are the relevant components of social class itself (Illsley and Kincaid, 1963;  Kincaid, 1965) .
The importance of the use of services has been illustrated by Hobbs and Acheson (1966) , who showed that perinatal mortality was higher in practices where a general practitioner obstetric unit was accessible, and that the proportion of mothers booked for consultant care was reduced by the presence of such a unit and fell further with increasing distance from the consultant unit. Shegog (1966) has suggested that these considerations warrant studies into perinatal deaths analogous to those carried out into maternal deaths (Ministry of Health, 1966) . There is much to be said for this idea even though the numbers involved are large. The kind of social inquiries that would be appropriate seem worth exploring and what follows represents an attempt to isolate some of the relevant social variables.
SUBECTS AND METHODS
The present study was planned soon after the publication of the report on Perinatal Mortality (Butler and Bonham, 1963) and was designed to examine the position in the County Borough of Salford in greater detail than was possible in a national survey.
Information about stillbirths and infant deaths reaches the health department soon after occurrence, and arrangements were made for all the known facts of the occurrences in 1965 to be made available to a health visitor, who was specially engaged on this study and who later interviewed the mothers. The best timing of the interviews was determined during a pilot study carried out during the last two months of 1964. It was found that, if the mother was seen 2 weeks after the fatal event, memory was still fresh but recoveryfrom the shockwasreasonablycomplete.
A semi-structured interview was used to allow the mother to express herself freely. Discussion ranged widely over the parents' childhood experiences, their education, work, marriage, other children, income, housing, general social background and habits, details of the early weeks of the pregnancy concerned, attitudes to the pregnancy and to antenatal care, attendance at the family doctor, visits to hospital or local authority clinics, mother's recollection of advice at such visits, illnesses during pregnancy, details of the labour, and where appropriate, details of the infant's feeding and progress. Particular attention was paid to the mother's story of the circumstances leading to the death-whether and how she had been prepared for this, and her ideas regarding the causes of the death.
The interviews mostly took place in the families' homes-occasionally in the home of a near relative. In about three-quarters of the cases the mother was alone or with young children; in the others her husband or relatives were present. Each interview lasted about 1-1+ hours, the length depending not only on the amount of information the mother was willing and able to give, but on the amount of advice, help, and reassurance she sought at the same time. It is perhaps inevitable that interviews on this subject and in this depth will involve therapy to a greater or lesser degree. 
CAUSE OF PERINATAL DEATH
The registered causes of the stillbirths are given in Table II , and of the first week's deaths in Table III. COMPOSITION OF THE CONTROL GROUP don't need to go if you're well" was a typical Table V shows the mother's age, parity, and social observation). Only 7 per cent. of the mothers in the class for the study and control groups, for all Salford control group took a similar view. This attitude was births and for births in England and Wales for 1965. found in all social classes and at all levels of intelliThe control group may reasonably be regarded as gence and was frequently based on the view that representative of all Salford births. Salford mothers nothing worth while was done at ante-natal examinaare in general younger and have had more previous tions. Few mothers in either the study or the control children than those in England and Wales as a whole. group said that they realized that ante-natal care was intended to safeguard the baby as well as themselves.
MOTHER's ATTITUDE TO ANTE-NATAL CARE
A subjective assessment was made of the adequacy In the study group 22 mothers (19 per cent.) felt of the mother's diet during pregnancy. Few mothers that supervision during the ante-natal period was took vitamin supplements or iron preparations unnecessary and that as long as a midwife was regularly. The diet was assessed as poor in 23 per cent. booked before the delivery nothing more was of the study group and 11 per cent. of the controls required (Table VI) FAMILY CIRCUMSTANCES These were examined because it was felt that families isolated from relatives might find it difficult to obtain practical help during the pregnancy or advice on minor problems. Table VI shows that there was little difference between the study group and the control group. More of the study families than the controls shared a house with relatives and this was particularly noticeable in Social Classes IV and V. Of those who shared a house and lost a baby, two-thirds were having their first baby and 45 per cent. were under the age of 20.
However, few mothers said that they had any difficulty in getting to a clinic because of distance, unsuitability of transport, or through having to take young children with them. FAMILY PROBLEMS The problems looked for were principally those within the immediate family, and included desertion, marital disharmony, problems of provision (father unemployed or with an unstable work record, financial or housing difficulties, etc.), and chronic illness, either physical or mental. Illegitimacy was not by itself regarded as a problem, nor was it enough to find that a family was on a "problem family register". Information was obtained both from the interview and from available records. Table VI shows that the proportion with problems was nearly twice as great in the study group as in the controls.
Early in the study, the health visitor was impressed by the number of husbands who were not at work at the time of her interview with the mothers, but after making allowances for those on shift work or self-employed the proportions in the study group and control group were about the same-between 15 and 20 per cent. ATTENDANCE FOR ANTE-NATAL CARE Butler and Bonham (1963) excluded visits to a doctor for confirmation of pregnancy from their discussion of the stage at which ante-natal care started, and showed that 49 per cent. of mothers booked for their confinement before the 16th week of pregancy. In the present study the stage of pregnancy at which the mother visited her doctor for the first time has been kept separate from the date on which she booked for her confinement by attending a hospital or local authority clinic. This latter date seems comparable to that used by Butler and Bonham. In Salford only 27 per cent. of the study group and 38 per cent. of the controls had booked by the 16th week, but 76 per cent. of the study group and 72 per cent. of the controls said they had consulted their doctors by this stage (Table VI) . It was not possible to confirm these latter statements from the records. 8 per cent. of the study group and 6 per cent. of the controls had not been to their doctor by the 24th week; the proportions not booked at a clinic by this stage were 35 and 24 respectively.
The stage of pregnancy at which the mothers went to their doctor for confirmation of pregnancy was examined in relation to the mother's attitude to ante-natal care and the presence or absence of family problems (Table VII) . In both the study and control groups an unfavourable finding in relation to either of these factors was associated with a reduced proportion seeing their doctor before the 16th week. In the small group of ten mothers who had both factors present, not one had seen her doctor by this stage. Surprisingly, however, the women who lost their babies more often saw their doctor before the 16th week, and this advantage is present in almost all the sub-groups of Table VII (overleaf).
The delay between confirmation of pregnancy and booking for ante-natal care is further examined in Table VIII (overleaf) .
When compared with the control group, delay among mothers who lost their babies most often exceeded 8 weeks in what might be thought the least likely group-those with no problems and a good attitude to care. Twelve of the 24 study mothers involved conceived before marriage, had their pregnancies confirmed, and then did not receive further care until the 4th or 5th month. Another six attended very early in pregnancy and neither doctor nor mother thought further care necessary until the 4th month. Delay is generally least in the control group, but it is disturbing that as many as one-third delayed for 2 months or more between seeing their family doctor and attending a clinic. During this time very few of them returned to their own doctor for examination. (Baird, Walker, and Thomson, 1954; Fairweather, Russell, Anderson, Bird, Millar, and Pearcy, 1966) have shown that a considerable proportion of perinatal deaths occur without any satisfactory explanation. In the present study forty of the 115 (35 per cent.) fell into a group in which the underlying cause of death was obscure (premature labour, foetal anoxia, and cause unknown). These groups have been compared with two other groupsthose with congenital abnormalities and those with other well-defined pathological or obstetric conditions (Table X) .
The unexplained groups as a whole were characterized by an indifferent attitude to ante-natal care and a poor diet; those mothers who had babies with congenital abnormalities closely resembled the control group, and those with other clearly-defined conditions occupied an intermediate position.
TOXAEMIA
Seventeen cases in which toxaemia was a major factor, fifteen of them stillbirths, were examined to see if avoidable factors were present. Four of them were originally booked for home confinement although one had had hypertension in her only other pregnancy, and one was having her fifth baby. Both of these mothers were first seen at the local authority clinic at the 7th month although one had seen her family doctor 3 months previously. All four were eventually delivered in hospital-being admitted as emergencies after the onset of antepartum haemorrhage (1 case) or the diagnosis of intrauterine death (3 cases).
Although seven of the cases (including the two live births) were admitted to hospital for short periods during the ante-natal period, there were another three mothers who were ill at home without having treatment. Two of them had been under hospital supervision from the 8th week of pregnancy.
Advice on diet and rest was ignored or misunderstood. In one case the mother, who had become pregnant within months of leaving school and married immediately after her 16th birthday, said she had had fits at home 2 weeks before delivery at the 34th week. In the second case the mother said she had serious headaches, sickness, and swelling of the ankles without seeking advice; and the third case was an 18-year-old ex-grammar school pupil who did not see any need for early care, ate a very poor diet, saw her family doctor at 22 weeks, and arrived at the hospital clinic at 28 weeks. She had delayed seeing her doctor because she was too ill at 4 months with sickness, headaches, and vaginal bleeding. She was not admitted to hospital before having an ante-partum haemorrhage at 37 weeks.
Five of the mothers went into labour when in the ante-natal ward; of the others, five had a sudden ante-partum haemorrhage (one while returning home from an ante-natal visit at the 33rd week), in five there was an intra-uterine death (two at or beyond term), and two went into spontaneous labour (at 34 and 41 weeks).
DISCUSSION
One of the more interesting aspects of the present study has been the way the picture changes with the depth of the information. The registered causes of death tell one little, particularly since stillbirths and first week deaths are usually classified in a different way. Information from other available records adds more detail but, as Shegog (1966) has pointed out, the relevant records are widely dispersed and it takes considerable effort to collate them. This study has been an attempt to give the picture even more depth by hearing the mother's story, her attitudes, and her problems.
It is generally believed that early ante-natal care is important if only to provide a base-line for future observations. The importance of continuous care from an early stage of pregnancy is emphasized by the short gestation period of many perinatal deaths. Since only the live births among those born before the end of the 28th week are counted among the perinatal deaths the importance of early morbidity is understated in these data. There may be a case for extending the registration of stillbirths to include babies born dead after 20 weeks gestation. In New York City, for example, where such a rule applies, 45 per cent. of the foetal deaths registered after the 20th week, occurred in the gestation period 20 to 27 weeks (New York, 1964) . Approximately three-quarters of all the mothers saw their family doctor before the 16th week of pregnancy and at that stage there was little difference between the mothers who later had perinatal deaths and those in the control group. It is at the next stage, that of making definite arrangements for confinement, that a significant difference appears between the two groups. Many of the mothers who delayed had had previous pregnancies during which they gained the impression that there is no value in ante-natal care. They supported their arguments from their experience with complaints of long waits, rushed examinations, and an impersonal approach which did not encourage them to ask questions or seek advice.
In most cases the family doctor could probably do more to plan the course of care and to ensure that this course is followed. He would obviously be helped in this by close contact with a midwife and health visitor. Social problems in the general family situation were shown to affect the acceptance of ante-natal care by the mother, and are a further reason for the involvement of many different workers during this period.
In many of the circumstances leading to perinatal death, good ante-natal care is as important as hospital delivery. Indeed, hospital booking may produce a situation in which the mother feels that she cannot face up to the visit and delays her first attendance, where there is no follow-up of those not attending and she feels unable to ask questions. About onequarter of all the mothers said that at times they did not feel well enough to travel far from home and, in addition, thought that once having booked for a hospital delivery, routine or emergency care could no longer be expected from the family doctor.
Toxaemia is an important factor in perinatal deaths, and several shortcomings in its control have been shown in this study. Mothers do not always appreciate the seriousness of symptoms and may not mention them unless asked. They often do not understand advice about diet or rest, or may claim that no such advice has been given. It is not enough to tell a mother that her blood pressure is raised and expect her to understand the implications. The difficulty in communication, particularly in a busy hospital clinic, is well known (Cartwright, 1964; McGhee, 1961) , and close co-operation between the hospital and domiciliary services may be necessary, so that mothers can be visited at home and their problems be discussed in quieter, accustomed surroundings.
SUMMARY
The perinatal deaths which occurred in Salford in 1965 have been studied from records and by interviews. Particular attention was paid to social factors and these were compared with those of a control group.
Mothers who lost a baby in the perinatal period were more likely, when compared with the control group, to have a poor attitude to antenatal care, to have a poor diet, to have serious family problems and to delay before booking for ante-natal care even though they had seen a doctor for confirmation of pregnancy at an early stage.
A high proportion of the mothers were booked for hospital confinement and attended hospital for ante-natal care, but in a number of cases ignorance, apathy, and misunderstanding led to inadequate care. More positive action on the part of the maternity services is suggested. 
mortality.
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